Stage migration in curative colorectal cancer resections  by Quinn, L.M. et al.
Abstracts / International Journal of Surgery 11 (2013) 589e685620
ABSTRACTSpalliation and long term survival respectively. Survival analysis was un-
dertaken with Kaplan-Meier analyses (Mantel-cox).
Results: 160 patients were identiﬁed (median age 74.5; male:female
1.8:1). Primary site colonic in 56, rectal in 104 and metastases in 102.
Overall median survival was 50 weeks. 71 patients had palliative chemo-
therapy. Palliative R2 resections were undertaken in 29 patients and 62
patients defunctioned. 69 patients had no surgical intervention. Absence of
metastasis did not confer a signiﬁcant survival beneﬁt (p¼0.1) while
chemotherapy signiﬁcantly improved survival (p¼0.001). Palliative
resection signiﬁcantly improved survival compared to defunctioning and
non-surgical management (p¼0.05); and conferred a signiﬁcant survival
beneﬁt compared to defunctioning alone (p¼0.036).
Conclusions: Chemotherapy signiﬁcantly improved survival. Distant
metastasis did not alter prognosis. In patients managed surgically, R2
resection conferred a signiﬁcant survival advantage and should be
considered in all palliative patients with advanced disease when
appropriate.0163: STAGE MIGRATION IN CURATIVE COLORECTAL CANCER
RESECTIONS
L.M. Quinn, A.A. Sheikh, S. Fields-Delaney, M.J. Tighe, B.A. Taylor.
Warrington and Halton Hospitals NHS Trust, Warrington, UK.
Introduction: The NHS Bowel Cancer Screening Programme introduced in
2006 aimed at detecting pre-malignant colorectal disease in patients aged
>60 years. We assessed its impact on Dukes Stage presentation in patients
undergoing curative colorectal resections.
Method: All patients undergoing curative resection between 2008 and
2012 were identiﬁed from a prospective database. Age at diagnosis and
histological Duke's Stage were analysed.
Results: 467 patients were identiﬁed (median age 69, male: female ratio
1.67:1). Total number of curative resections ranged from 111-123 (mean
117). Dukes A cancers signiﬁcantly decreased from 32.2% in 2008 to 15.5%
in 2012 (p¼0.0024 chi-square test). Dukes B cancers rose from 26.3% to
38% in the same time period (p¼0.05 Chi-square test). Dukes C cancers
increased by 4.9%, however this did not attain statistical signiﬁcance
(p¼0.516 chi-square test).
Conclusions: Following BCSP introduction, Dukes A cancers have
decreased with a rise in Dukes B and C cancers in our cohort. The total
number of annual curative resections remains unchanged. Stage
migration to more advanced disease in curative resections may be
attributable to more aggressive endoscopic treatment of premalignant
adenomatous and Dukes A disease. Evaluation of stage migration in
larger cohorts is needed, which may necessitate screening in younger
patients.0170: MEDICAL NEGLIGENCE CLAIMS AND COLORECTAL MALIGNANCY
IN THE NHS
Georgios Markides 1,2, Chris Newman 1,2. 1Huddersﬁeld Royal Inﬁrmary,
Huddersﬁeld, UK; 2Airedale General Hospital, Keighley, UK.
Background: NHS clinical negligence claims and associated compensa-
tions are constantly rising. Our aim was to identify the magnitude, trends
and causes of malpractice claims in relation to a common pathology such
as colorectal cancer (CRC) in the NHS.
Methods: Data submitted to the NHS Litigation Authority from April 2003
to April 2012 in relation to CRC was acquired. This was subsequently
reviewed, categorised clinically and analysed.
Results: 169 claims were identiﬁed, of which 123 (73%) cases had been
closed. 80 (65%) of these claims were successful. An increasing overall
claim frequency and success rate has been recorded over the last few
years. Total litigation expenses were £8.6 million out of which 39% were
paid out as legal expenses. The commonest cause of complaint in suc-
cessful claims was in relation to diagnostic delays or failures (58%, £5.1
million), with a delay or failure by the clinician to take action in response
to an abnormal investigation result being a major factor. The occurrence
of peri-operative complications (20%, £1.6 million) was the second com-
monest cause.
Conclusion: Average frequency and success rates of “CRC” related
malpractice claims in secondary care in the NHS are rising. Diagnostic
failures and/or delays are signiﬁcant contributing factors.0171: FLEXIBLE SIGMOIDOSCOPY ALONE FOR RIGHT SIDED COLON CAN-
CER WITH COLORECTAL SYMPTOMS
Kamran Khatri, Ladwa Nikhil, Baig M.K, McFall Malcolm,
Pauline Whitehouse. Western Sussex Hospitals NHS Trust, Worthing, UK.
Aims: The objective of this study is to identify all the right sided colon
cancers (including splenic ﬂexure), which may have been missed if ﬂexible
sigmoidoscopy alone is used as a sole investigation.
Methods: All right sided colon cancers from January 2010 to June 2012
were identiﬁed through a prospectively collected regional cancer database.
Results: One hundred and ninety patients were identiﬁed with mean age
of 63 (32 - 94) years. Thirty-three patients were admitted with bowel
obstruction (22) and through BCSP (11) and were excluded. One hundred
and twenty-eight patients underwent right colonic resection. Of the
remaining 158 patients, 147 patients presented with either IDA or
abdominal mass or both. Eleven patients were diagnosed with right sided
colon cancer presenting with symptoms of altered bowel habits, rectal
bleeding or/and abdominal pain without IDA or abdominal mass.
Conclusion: Approximately 7 % (11/158) colonic cancer would have been
missed over 30 months, if these patients had undergone ﬂexible
sigmoidoscopy alone. Patients undergoing ﬂexible sigmoidoscopy alone to
investigate lower GI symptoms should be informed regarding this possible
miss rate.0172: THE VALUE OF ANORECTAL INVESTIGATIONS IN PREDICTING PA-
TIENT OUTCOME AFTER BIOFEEDBACK TREATMENT FOR MANAGEMENT
OF FAECAL INCONTINENCE
Michael Feretis, Sharad Karandikar, Amanda Carter, Mark Chapman. Heart
of England NHS Foundation Trust, Birmingham, West Midlands, UK.
Aim: Identify predictors of patient outcome after a course of biofeedback
for management of Faecal Incontinence (FI).
Methods: Retrospective analysis of prospectively collected data was per-
formed on 137 consecutive patients that underwent biofeedback between
January 2007 - June 2012. Data was collected on patient demographics,
baseline incontinence scores, anorectal manometry, rectal sensitivity
studies and endoanal ultrasound reports. After performing univariate
analysis data was entered in a logistic regression analysis model in order to
identify independent predictors of the outcome.
Results: 137 patients (123 female) with a median Wexner score 12 (range
5-20) prior to biofeedback were identiﬁed. 95/137 (69%) responded
favourably to biofeedback (‘responders'). Univariate analysis showed that
the following variables differed signiﬁcantly (p<0.05) between ‘re-
sponders' and ‘non-responders': age, duration of symptoms, severity of FI,
mean maximum squeeze and resting anal pressure. However, after
entering the data in a logistic regression model, age, duration and severity
of incontinence were the only independent predictors of patients'
response to biofeedback.
Conclusion: Younger age, shorter duration of symptoms and lower FI
scores were independent predictors of favourable patient outcome
after biofeedback. These variables could therefore be used to aid
patient selection. Anorectal manometry /electrophysiology have
limited value in identifying patients that would beneﬁt from
biofeedback.0198: SURGICAL SEPSIS AND DELAYS IN SOCIAL SERVICES AND INTER-
VENTION SERVICES ACCOUNT FOR PROLONGED HOSPITAL LENGTH OF
STAY IN GENERAL AND COLORECTAL SURGERY
Carl Kotze. Eastbourne District General Hospital, Eastbourne, UK.
Background: Current economical climate challenges have enforced ser-
vice reconﬁguration, which is now being implemented across the NHS.
Cost saving methods are being sought in order to overcome a £20 billion
deﬁcit. Addressing factors which inﬂuence length of hospital stay (LOS) in
the surgical patient journey may save costs.
Methods: General and colorectal surgical patients admitted within a 30d
period to Eastbourne DGH for emergency and elective procedures were
audited. Corrected LOS was determined by subtracting absolute LOS from
an average expected LOS for procedure type. Causes for increased LOS
were identiﬁed. Annual cost for prolonged LOS was calculated. Mann-
Whitney test was used to assess signiﬁcant differences in age between
factors.
